Breast Cancer Surgery: Outcomes in the Elderly Population  by Rusius, V. et al.
Abstracts / International Journal of Surgery 8 (2010) 501–578568levels. For each year, the last 10 neck dissections carried out by specialist
registrars during their one year training at the centre were analyzed, with
the last 10 neck dissections carried out by consultant surgeons. Eight
registrars at different stages of training and three consultant head and
neck surgeons were used. Comparison was made between the two groups
for each of the six oncological levels (and sub-levels).
Results: Independent t-test analysis showed there were no statistically
signiﬁcant differences in lymph node yield for any oncological levels
between consultant surgeons and specialist registrars (p>0.05). The most
notable difference, albeit non-signiﬁcant, was for Level III lymph nodes,
with consultants yielding a mean 6.5 lymph nodes (n ¼ 38) and registrars
yielding 4.5 lymph nodes (n ¼ 24) (p ¼ 0.08).
Conclusion: The lymph node yield of neck dissections carried out by
specialist registrars towards the end of their year of head and neck training
does not differ signiﬁcantly from consultants.BREAST CANCER SURGERY: OUTCOMES IN THE ELDERLY POPULATION
V. Rusius, N. Blencowe, C.J. Rusius, C. Bate, R. Muc, I.S. Paterson. Heart of
England NHS Trust, Solihull Hospital, Breast Surgery Department,
Birmingham
Aims: This study aimed to assess post-operative outcomes in elderly
women undergoing breast cancer surgery in our institution.
Methods: Outcomes of all patients diagnosed with breast cancer in 2008
were reviewed. Patients were categorised according to age (¼ 70, 71–80
and >80 years).
Results: 284 patients were diagnosed with breast cancer in 2008. Of
these, 29 did not undergo surgery (5 ¼ 70, 4 71–80 and 17 >80): 12
declined surgical treatment and 14 had inoperable tumours. Only three
patients (one 71-80 and two >80) were not offered surgery due to co-
morbidities. 255 patients [176 ¼ 70, 55 71–80 and 31 >80] underwent
surgery. Median hospital stay was 1 day in each age group. 7(4.0%) patients
aged ¼ 70, 3(5.5%) aged 71–80 and 4(12.9%) aged >80 developed wound
infections. Seromas occurred in 46(26.1%), 19(34.5%) and 9(29%) patients
respectively. Only 1 patient (aged ¼ 70) returned to theatre due to
complications. There was no in-hospital mortality.
Conclusions: Post-operative outcomes in elderly patients undergoing
breast cancer surgery are similar to those of younger patients, without an
increase in length of hospital stay. This data facilitates informed and shared
decision-making between patients and the multi-disciplinary team.MANAGEMENT OF SUSPECTED APPENDICITIS IN OLDER PATIENTS:
WHAT IS THE RIGHT APPROACH?
C. Houlden, K.S. Foong, S. Duggan, A. Lala. Ysbyty gwynedd, bangor, north
wales
This study compares the outcome of planned appendicectomies in patients
aged 50 years or more with that in younger patients. The data on all
patients from a single institution who were listed to have appendicecto-
mies over six years were collected retrospectively. Histopathology results
and operative ﬁndings for older patients (>50 years) who had negative
appendicectomies were compared with that of younger patients. 1059
patients were included in the study. 125 patients were in the older group
and 934 patients were in the younger group. 38 patients (30.4%) in the
older group did not have appendicitis conﬁrmed on operation, as
compared to 270 patients (28.9%) in the younger group. Of those who had
negative appendicectomies, 20 patients (52.6%) in the older group and 22patients (8.15%) in the younger group were found to have signiﬁcant
pathologies which would have been better managed with formal midline
laparotomies. The rates of negative appendicectomies were similar
between both groups, the proportion of negative appendicectomies with
pathologies requiring formal laparotomies were signiﬁcantly greater in the
older group. This justiﬁes the need for either pre-operative radiological
investigations to conﬁrm the diagnosis or a diagnostic laparoscopy before
proceeding with appendicectomy in older patients.CLINICAL EXAMINATION AND ULTRASONOGRAPHY ARE ADEQUATE FOR
THE ASSESSMENT OF GYNAECOMASTIA
Ruvinder Athwal, Sudipta Pal, Rosamund Donovan, Mehboob
Mirza. Sandwell and West Birmingham Hospitals
Introduction: The imaging modality used to exclude the presence of
neoplasia in gynaecomastia remains controversial. We evaluated whether
our practice of clinical examination in combination with ultrasonography
is a reliable method for the assessment of gynaecomastia.
Methods: All patients referred with gynaecomastia to our out-patient
clinic between January 2006 to December 2008 were included in the
study. Pathological records during this period were examined to ensure no
cases of male breast cancer were missed.
Results: A total of 53 patients were included in the study. Patients had
amedian age of 52 years (range 14-86 years). Median follow-up of patients
was 3months (range 0-6months). Following clinical assessment 3 patients
(5.6%) had a clinical suspicion of malignancy. Ultrasonography and
subsequent biopsy conﬁrmed malignancy in 2 patients. In the other
patient ultrasonography detected benign breast pathology which resolved
6 months later. The remaining 50 patients underwent ultrasound assess-
ment which conﬁrmed clinical ﬁndings of benign gynaecomastia. Our
study showed that clinical examination and ultrasonography have
a sensitivity, speciﬁcity and negative predictive value of 100% for the
exclusion of neoplasia in male gynaecomastia.
Conclusion: The use of clinical examination and ultrasonography is an
effective means of the exclusion of neoplasia in gynaecomastia.DOES THE USE OF 3D ENDOANAL ULTRASOUND IMPROVE
INTEROBSERVER AGREEMENT COMPARED WITH 2D ULTRASOUND IN
SPHINCTER DEFECTS?
Himanshu Wadhawan 1,2, Lynne F. Smith 1, Steven R. Brown 1. 1 Shefﬁeld
Teaching Hospitals NHS Fondation Trust; 2University of Shefﬁeld,
Shefﬁeld, UK
Background: Endoanal ultrasound (EAUS) is used in the assessment of
anal sphincter defects. The aim of this study was to determine if the inter-
observer agreement was better using 3D technology, which is less operator
dependent, compared with 2D.
Methods: Images of ten patients undergoing EAUS were obtained in 2D
and 3D. The images were interpreted by 4 specialists, 1 radiologist and 8
colorectal surgeons. Each image was graded as normal, internal sphincter
injury, external sphincter injury or combined injury.
Results: The overall inter-observer agreement was low for the ten 2D and
3D images (k ¼ 0.16 and k ¼ 0.22 respectively). Within specialists, there
was moderate agreement (k ¼ 0.42 and k ¼ 0.44 respectively). There was
no interpretation advantage for the 3D device with the subgroup of 8
surgeons and a radiologist who do not routinely report scans (k ¼ 0.11 and
k ¼ 0.16 respectively).
